It has been suggested in your journal that laparoscopy and biopsy should be deployed to diagnose tuberculous peritonitis. 1 In 1993, the World Health Organization took an unprecedented step and declared tuberculosis (TB) a global emergency. 2 The prevalence of extrapulmonary TB is rising, possibly related to coinfection with HIV. In patients with extrapulmonary TB, the abdomen is involved in 11% of patients. 2 Tuberculous peritonitis is believed to exhibit a female predominance; other causes of abdominal pain may delay diagnosis.
Over a 2-year period, we carried out a prospective study of 92 patients admitted to the Government Medical College at Srinagar with the clinical suspicion of abdominal TB. Of these patients, 50 were subsequently proven by biopsy to have peritoneal TB.
All the patients underwent the following diagnostic tests after a thorough clinical examination: erythrocyte sedimentation rate (ESR); Mantoux test; ascitic fluid analysis for adeno sine deaminase (ADA) levels, Ziehl-Neelsen staining and culture of mycobacterium tubercle bacilli (MTB); and contrast enhanced computed tomography (CT) of the abdomen. We then undertook diagnostic laparoscopy. Features of a positive laparoscopy included thickened peritoneum, adhesions and peritoneal tubercles, which were biopsied (Fig. 1) . Our patients were mainly young adults from rural areas, with a slight female predominance. Patients presented with fever (50%), weigh loss (40%), aneroxia (74%), malaise/pain (80%), diarrhea (10%), vomiting (40%) and constipation (25%). Physical signs were palor (74%), tender abdomen (70%), abdominal distension (50%), abdominal mass (20%), ascitis (15%) and lymphadenopathy (8%). The Mantoux test was positive in 23 patients (46%). Anaemia was present in 84% of patients and the ESR was high in 90%.
Diagnostic laparoscopy was positive in 46 of 50 patients with biopsyproven peritoneal TB, with a sensitivity of 92%. Contrast enhanced CT of the abdomen detected 30 of 50 cases of abdom inal TB with a sensitivity of 60% and specificity of 71.42%. ZiehlNeelsen staining for MTB of ascitic fluid was positive in only 2 patients (4%) and culture for MTB was positive in 8 cases (16%), whereas ascitic fluid polymerase chain reation (PCR) for TB increased the sensitivity to 83.33%. Ascitic fluid analysis for ADA (> 33 U/L) showed a sensitivity and specificity of 100% and 96%, respectively. Diagnostic lapa roscopy was falsely positive in 10 of 42 patients who did not have TB peritonitis.
Difficulties in the diagnosis of TB peritonitis owe to its nonspecific associated clinical features, unhelpful laboratory tests and a high level of falsenegative tests (i.e., Mantoux test, Ziehl-Neelsen staining and culture of ascitic fluid and false-negative imaging). High levels of ascitic ADA is associated with TB peritonitis. 3 Ascitic fluid was found clinically in only 15% of our patients, but may be available at the time of operation. Histopathology of peritoneal lesions is appropriate for diagnosing TB and to rule out other diseases, such as cancer. In the past, this required laparotomy 4 even though the potential for laparoscopy was known before the advent of video laparoscopy. 5 We agree with the previous report 1 on the value of laparoscopy, but we found a false-positive rate of 18%. We suggest that the laparoscopic diagnosis of TB peritonitis be confirmed by histopathology of peritoneal lesions or ascitic fluid analysis for ADA greater than 33 U/L, depending on the local availability of these tests. 
